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■ Abstract Background There appears to be a strong
connection between suicidality and the experience of
trauma. The study investigated suicidality in chronic
civilian post-traumatic stress disorder (PTSD). Method
Ninety-four participants suffering from chronic PTSD
were assessed for suicidal ideation, plans and attempts
since the index trauma as part of a comprehensive as-
sessment. The prevalence of these was assessed and
characteristics of those reporting suicide-related
thoughts and behaviour were investigated through lo-
gistic and multinominal regression analyses. Results
Over half of the sample (56.4 %) reported some aspect of
suicidality with 38.3 % reporting ideation, 8.5 % report-
ing suicide plans and 9.6 % having made suicide at-
tempts since the trauma. Of the nine participants who
reported suicide attempts, six had made more than one
attempt. The proportions of participants who reported
suicidality in this sample were significantly greater than
reported within the general population, when compar-
isons were made with an epidemiological study. Logistic
regression analysis indicated that a unit increase in life
impairment (OR = 3.1) and depression (OR = 1.14)
scores were independently and significantly associated
with suicidality. Multinominal regression indicated that
life impairment (OR = 2.71) and depression (OR = 1.13)
scores were associated with the presence of suicidal
ideation compared to no ideation, and life impairment
(OR = 5.75), depression (OR = 1.2) scores and receiving
psychotropic medication (OR = 10.6) were associated
with the presence of plans and attempts compared to no
suicidal behaviour. Conclusions Suicide risk is elevated

in those suffering from chronic PTSD and is associated
with impaired functioning in combination with depres-
sion.

■ Key words PTSD – suicide-related thoughts and
behaviour – suicide risk – suicidality

Introduction

Suicide attempts are one of the strongest predictors of
successful suicide (Nordstrom et al. 1995; Johnsson-
Fridell et al. 1996) and are themselves predicted by sui-
cidal ideation and planning (Weissman et al. 1989). Epi-
demiological studies estimate that between 1.1 % and
4.6 % of the population attempt suicide at some time in
their life (Paykel et al. 1974; Moscicki et al. 1988; Kessler
et al. 1999; Dube et al. 2001) and 13.5 % report suicidal
ideation and 3.9 % a plan (Kessler et al. 1999). In a large
UK survey of psychiatric morbidity, 80 participants, just
less than 1 % of the overall sample, reported having had
thoughts of killing themselves in the 7 days prior to in-
terview, although people with suicidal thoughts in the
absence of significant depressive symptoms were not in-
cluded (Meltzer et al. 1995).

There appears to be a strong connection between sui-
cide-related thoughts and behaviour (suicidality: van
Heeringen 2001) and the experience of trauma. Studies
have investigated this association by examining suicide
rates or attempts in particular populations who have
suffered trauma. For example, there is a significant asso-
ciation between adverse childhood experience or abuse
and risk of attempted suicide throughout the lifespan
(Dube et al. 2001; Gould et al. 1994).War veterans appear
at high risk of suicide, with well-established findings on
combat soldiers who served in Vietnam (Farberow et al.
1990; Freeman et al. 1995; Fontana and Rosenheck 1995;
Adams et al. 1998). Suicide attempts are higher in
women who have suffered sexual assault and rape
(Steketee and Foa 1987; Davidson et al. 1996). Other
studies have compared those who have attempted or
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successfully completed suicide with control groups who
have not. Studies making comparisons between suicide
attempters and controls have frequently reported higher
levels of PTSD amongst the attempters group. For ex-
ample, PTSD was found to be a risk factor in low-income
inner-city women (Thompson et al. 1999). In those who
have suffered trauma and subsequent post-traumatic
stress disorder (PTSD), risk of suicide is also elevated. In
war veterans,psychiatric disorders including PTSD were
more prevalent in substance-abusing suicidal patients
(Anderson et al. 1995). Fontana and Rosenheck (1995)
reported that psychiatric symptoms (including PTSD)
were the sole factors contributing directly to attempted
suicide in Vietnam veterans, with traumatic military ex-
periences playing a substantial, but only indirect, role
(Fontana and Rosenheck 1995). Lastly, studies have in-
vestigated suicide or suicide-related behaviour in pa-
tients suffering from PTSD. Kotler et al. (2001) reported
that PTSD patients had an increased risk of suicide com-
pared to non-PTSD anxiety patients and normal con-
trols, and risk was related to high levels of impulsivity
and poor social support, although not with anger
(Kotler et al. 2001). In a study of 100 Vietnam War veter-
ans suffering from PTSD, 19 had made post-war suicide
attempts with a further 15 suffering strong ideation or
preoccupation (Hendin and Haas 1991). Five factors
were significantly associated with suicide attempts;
these were guilt about combat actions,survivor guilt,de-
pression, anxiety and severe PTSD. Logistic regression
showed that combat guilt was the most significant pre-
dictor of both suicide attempts and preoccupation.
Davidson and colleagues conducted an epidemiological
study to investigate the prevalence of PTSD and found
that 19.8 % of the PTSD sample had attempted suicide
compared to 3.9 % of the sample with other psychologi-
cal disorders and 0.8 % of the non-psychiatric case
group.PTSD cases were 14.9 times more likely to have at-
tempted suicide than the non-PTSD subjects and 8.2
times more likely once depression was controlled for
(Davidson et al. 1991). In a review of suicide behaviour
and anxiety disorders, Allgulander (2000) concluded
that anxiety plays an important role in suicidal behav-
iour, independently and as a co-morbid symptom, with
an increased risk of suicidal behaviour associated with
pathological anxiety disorders, including PTSD. Suicide
risk is also associated with a poorer response to cogni-
tive-behavioural treatment (Tarrier et al. 2000).

Clearly, there are many factors that contribute to sui-
cidality following trauma, including co-morbid disor-
ders, especially depression, guilt, shame, substance
abuse and impulsivity. Much of the research has been
carried out on war veterans in whom there appears to be
a complex interaction between subsequent psychiatric
disorder, including PTSD, and combat exposure, expo-
sure to atrocities and pre-war trauma.Much less appears
to be known about suicidality in civilian populations
suffering from PTSD. The aim of this study was to: 1) in-
vestigate the prevalence of suicide risk, defined as sui-
cide ideation, suicide planning and suicide attempts in a

civilian population of PTSD clinic attenders; 2) investi-
gate factors that predicted suicide risk in this popula-
tion.

Subjects and methods

■ Sample

Participants were recruited as part of a screening process to take part
in a clinical trial of cognitive behavioural treatments of PTSD (Tar-
rier, Pilgrim et al. 1999; Tarrier, Sommerfield et al. 1999). Possibly suit-
able patients were referred from primary and secondary health ser-
vices and appropriate voluntary services, such as Victim Support, in
the north west of England. Once referred, patients underwent an ini-
tial screening interview to assess the likelihood of them meeting the
project entry criteria. If they were assessed as potentially suitable for
entry into the study at this point, they then underwent the full assess-
ment procedure. Patients who fulfilled the following entry criteria
were entered into the study: a DSM-III-R diagnosis of PTSD elicited
by the Clinician Administered PTSD Scale (CAPS) (Blake et al. 1990)
(retrospective analysis indicated all patients would also have met
DSM-IV criteria), duration of PTSD of at least 6 months, but not more
than 10 years (a maximum duration of 10 years was used to prevent
the inclusion of a small number of outliers with a very long duration);
childhood sexual abuse was not the index trauma; not suffering from
a psychotic or organic brain illness; not suffering from alcohol or sub-
stance abuse as the primary problem; if receiving psychotropic med-
ication, then medication must have been constant for 3 months prior
to the study; not receiving any concurrent psychological or psy-
chosocial intervention and not having received any type of cognitive-
behavioural intervention in the 6 months preceding referral.

■ Assessment

Suicide risk

Questions on suicide behaviour were included in the assessment in-
terview and generally followed the format of Kessler et al. (1999) in
that separate questions were asked about ideation (“Have you seri-
ously thought about suicide?”), planning (“Have you ever made plans
to commit suicide?”) and attempts (“Have you ever attempted suicide
or attempted to end your life?”), except that each question was asked
“since the (index) trauma?”. Account was also taken of information
provided by the participant at other times during the assessment pro-
cedure.

Clinical assessments

■ Interview. The Clinician Administered PTSD Scale (CAPS) (Blake
et al. 1990) was used, from which a total severity score was computed
by adding the severity and frequency score for each symptom; simi-
lar scores were computed for each symptom category (intrusions,
avoidance and arousal). Social functioning was also assessed. To as-
sess co-morbid disorders, the Structured Clinical Interview for DSM-
III-R (SCID-R) (Spitzer et al. 1987) was also completed at initial as-
sessment.

■ Questionnaires. The following measures were used: Penn Inven-
tory (Hammarberg 1992), a 26-item measure of the severity of PTSD
(range 0–78); Impact of Events Scale (IES) (Horowitz et al. 1979), a 15-
item measure which provides individual scores for intrusions (IES-I,
7 items, range 0–35) and avoidance (IES-A, 8 items, 0–40); Beck De-
pression Inventory (BDI) (Beck 1988),a 21-item measure of the sever-
ity of depression (range 0–63); Beck Anxiety Inventory (BAI) (Beck
1990), a 21-item measure of the severity of anxiety (range 0–63); Gen-
eral Health Questionnaire 28 (GHQ) (Goldberg and Williams 1988), a
28-item measure of general distress which can be scored using the
conventional bi-modal GHQ-scoring method to give a total score
(range 0–28), with above a threshold of 4/5 regarded as indicative of
psychiatric ‘caseness’.
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Demographic information and information on the nature of the
trauma was also obtained at assessment.

■ Statistical analyses

Initially, a dichotomous variable was created of those participants
who had experienced suicide behaviour (ideation, plans or attempts)
and those who had no such behaviour. Comparisons were made be-
tween patients who showed suicide behaviour and those who did not
on relevant variables, using appropriate parametric tests where data
were normally distributed, and distribution-free statistical tests
where data were not normally distributed or with categorical data.All
tests were 2-tailed and the convention of 0.05 significance was ad-
hered to.

Logistic regression was performed to investigate which factors
were significantly and independently associated with suicide behav-
iour. A further multinomial regression was carried out with the de-
pendent variable being the following three categories: no suicidal be-
haviour, ideation, and plans and attempts. The separate groups of
plans and attempts were considered too small in numbers and were
thus combined. In these multiple regressions analyses, univariate
comparisons were initially conducted and then variables with a
p < 0.1 (10 % significance level) were included in the multivariate
analyses.

Results

■ Presence of ideation, plan and attempts in chronic
PTSD sample

Information was obtained on 94 participants. Of this
sample, 41 (43.6 %) did not report ideation, plans or at-
tempts, 36 (38.3 %) reported ideation, 8 (8.5 %) reported
definite plans and 9 (9.6 %) reported that they had made
actual attempts to kill themselves. Thus, 53 (54.4 %) of
the PTSD participants exhibited some level of suicidal
risk after the trauma. Of the 9 subjects who had at-
tempted suicide, 3 had made one attempt only and 6
multiple attempts.

■ Comparison with normal population

To investigate whether the PTSD sample had signifi-
cantly greater suicide risk than the normal population, a
comparison was made with the data presented by
Kessler et al. (1999) from a sample of 5877 of 13.5 % re-
porting ideation (compared to 38.3 % in the PTSD sam-
ple), 3.9 % a plan (8.5 % in the PTSD sample) and 4.6 %
an attempt (9.6 % in the PTSD sample). There was a sig-
nificant difference between the two samples (chi2 = 64.9,
df = 3, p < 0.001) indicating higher prevalence in the
PTSD sample, especially of suicidal ideation which was
three times greater in the PTSD sample, with plans and
attempts being twice as prevalent.

■ Comparisons between suicide risk and 
no risk patients within the PTSD sample

Comparisons and descriptive statistics between suicide
behaviour (ideation, and plans and attempts) and 

no-suicide behaviour participants are presented in
Table 1.

Logistic regression identified two significant inde-
pendent predictors of the presence of suicidal behav-
iour: life impairment [B = 1.132, SE = 0.48, p = 0.018,
Exp(B) = 3.103] and BDI depression [B = 0.129,
SE = 0.059, p = 0.029, Exp(B) = 1.138]. The odds of suici-
dal behaviour compared to no suicidal behaviour were
3.1 times higher for each unit increase in life impair-
ment score and 1.14 times higher for each unit increase
in BDI score.

In a multinominal regression, life impairment
[B = 0.998, SE = 0.489, p = 0.04, Exp(B) = 2.71] and BDI
[B = 0.12, SE = 0.06, p = 0.05, Exp(B) = 1.127] were sig-
nificantly associated with an increase in thoughts over
no ideation. The odds of having suicidal ideation over
no ideation were 2.71 times higher for each unit increase
in life impairment score and 1.13 times higher for each
unit increase in BDI score. In plans and attempts com-
pared to no ideation, life impairment [B = 1.75,
SE = 0.861, p = 0.04, Exp(B) = 5.75], BDI [B = 0.18,
SE = 0.085, p = 0.032, Exp(B) = 1.2] and receiving psy-
chotropic medication [B = 2.37, SE = 1.098, p = 0.031,
Exp(B) = 10.64] were significantly predictive of planned
or attempted suicide. The odds of having plans or at-
tempts to commit suicide compared to no suicidal
ideation were 5.75 times higher for each unit increase in
life impairment score, 1.2 times higher for each unit in-
crease in BDI score and 10.6 times higher for those tak-
ing psychotropic medication compared to those not tak-
ing medication.

Discussion

These results confirm the reports of previous studies
that PTSD patients show high levels of suicide-related
thoughts and behaviour and, thus, increased risk of sui-
cide. The prevalence of suicidality within this popula-
tion of PTSD clinic attenders is considerable, with only
just under 44 % reporting no suicide-related thoughts or
behaviour at all. The majority reported suicidal ideation
only (38 %), with 18 % having progressed further to hav-
ing made plans or attempts. Although this is a conve-
nience sample of clinic attenders, comparisons with the
epidemiological sample of Kessler et al. (1999), which
provides similar data on the normal population, indicate
that suicidal ideation, planning and attempts are signif-
icantly higher in the PTSD population compared to what
might be expected within the general population. How-
ever, the percentage of the present sample reporting pre-
vious suicide attempts (9.8 %) is only half of that
(19.8 %) reported in an epidemiological study (David-
son et al. 1991) and in Vietnam War veterans (Hendin
and Haas 1991).

In the univariate analyses, the type of trauma,
whether the trauma was simple (a discrete event) or
complex, life impairment,co-morbid panic disorder and
measures of symptomatology except avoidance were
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Table 1 Characteristics and comparison of PTSD patients without suicide behaviour, with suicide ideation, and with suicide plans and/or attempts

No suicide ideation Thoughts/ideas of suicide Definite plans or suicide attempts Statistics
(n = 41) (n = 36) (n = 17)

Demographics

Age
Mean (SD) 37.4 (13.30) 34.6 (10.51) 36.0 (10.60) F = 0.53, p = 0.591

Gender
Male 23 (56.1 %) 21 (58.3 %) 10 (58.8 %) χ2 = 0.06, p = 0.973
Female 18 (43.9 %) 15 (41.7 %) 7 (41.2 %)

Marital status
Single 15 (36.6 %) 13 (36.1 %) 3 (17.6 %) χ2 = 3.24, p = 0.519
Married 24 (58.5 %) 19 (52.8 %) 12 (70.6 %)
Divorced/separated 2 (4.9 %) 4 (11.1 %) 2 (11.8 %)

Living arrangements
Living alone 8 (19.5 %) 10 (27.8 %) 5 (29.4 %) χ2 = 2.17, p = 0.904
Living with spouse 24 (58.5 %) 19 (52.8 %) 10 (58.8 %)
Living with parents/family 9 (22.0 %) 7 (19.4 %) 2 (11.8 %)

Employment status
Employed 10 (24.4 %) 5 (13.9 %) 1 (5.9 %) χ2 = 5.60, p = 0.469
Unemployed 31 (75.6 %) 31 (86.1 %) 16 (94.1 %)

Age completed full-time education
Median (range) 16 (14–36) 16 (13–25) 16 (14–27) χ2 = 0.70, p = 0.704

Current religion
No religion 30 (73.2 %) 28 (77.8 %) 13 (76.5 %) χ2 = 4.99, p = 0.892
Religion 11 (26.8 %) 8 (22.2 %) 4 (23.5 %)

Dependent children
No dependent children 27 (65.9 %) 17 (47.2 %) 12 (70.6 %) χ2 = 3.81, p = 0.149
One or more dependent child 14 (34.1 %) 19 (52.8 %) 5 (29.4 %)

History of psychological disorders
No history 33 (80.5 %) 28 (77.8 %) 10 (58.8 %) χ2 = 3.21, p = 0.201
History 8 (19.5 %) 8 (22.2 %) 7 (41.2 %)

Trauma details

Trauma type
Victim of crime 18 (43.9 %) 23 (63.9 %) 5 (29.4 %) χ2 = 10.68, p = 0.03
Accident 17 (41.5 %) 11 (30.6 %) 6 (35.3 %)
Other 6 (14.6 %) 2 (5.6 %) 6 (35.3 %)

Simple/complex trauma
Simple 34 (82.9 %) 27 (75 %) 5 (29.4 %) χ2 = 17.10, p = 0.001
Complex 7 (17.1 %) 9 (25 %) 12 (70.6 %)

Symptoms

Onset of symptoms
Immediate 39 (95.1 %) 34 (94.4 %) 14 (82.4 %) χ2 = 3.15, p = 0.207
Delayed 2 (4.9 %) 2 (5.6 %) 3 (17.6 %)

Duration of symptoms
Less than 1 year 14 (34.1 %) 11 (30.6 %) 5 (29.4 %) χ2 = 8.38, p = 0.755
1–5 years 25 (61 %) 22 (61.1 %) 9 (52.9 %)
More than 5 years 2 (4.9 %) 3 (8.3 %) 3 (17.7 %)

Pain
No pain 22 (91.7 %) 22 (95.7 %) 11 (78.6 %) χ2 = 2.96, p = 0.227
Chronic pain 2 (8.3 %) 1 (4.3 %) 3 (21.4 %)

Life Impairment
Some 4 (2.4 %) 0 0 χ2 = 22.5, p = 0.001
Moderate 22 (53.7 %) 11 (30.6 %) 3 (17.6 %)
Severe 13 (31.7 %) 24 (66.7 %) 10 (58.8 %)
Extreme 2 (4.9 %) 1 (2.8 %) 4 (23.5 %)

Current depression
(% meeting SCID threshold) 10 (41.7 %) 12 (52.2 %) 11 (78.6 %) χ2 = 4.91, p = 0.086

Past depression
(% meeting SCID threshold) 2 (8.3 %) 5 (21.7 %) 4 (28.6 %) χ2 = 2.79, p = 0.247
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Table 1 continued

No suicide ideation Thoughts/ideas of suicide Definite plans or suicide attempts Statistics
(n = 41) (n = 36) (n = 17)

Symptoms

Alcohol abuse
(% meeting SCID threshold) 2 (8.3 %) 0 2 (14.3 %) χ2 = 3.10, p = 0.212

Panic
(% meeting SCID threshold) 4 (16.7 %) 3 (13 %) 7 (50 %) χ2 = 7.61, p = 0.022

AWOPD
(% meeting SCID threshold) 0 1 (4.3 %) 1 (7.1 %) χ2 = 1.56, p = 0.459

Social phobia
(% meeting SCID threshold) 0 2 (8.7 %) 0 χ2 = 3.42, p = 0.181

Simple phobia
(% meeting SCID threshold) 1 (4.2 %) 3 (13 %) 2 (14.3 %) χ2 = 1.45, p = 0.485

OCD
(% meeting SCID threshold) 0 1 (4.3 %) 0 χ2 = 1.68, p = 0.432

GAD
(% meeting SCID threshold) 11 (45.8 %) 9 (39.1 %) 6 (42.9 %) χ2 = 0.22, p = 0.898

Somatization
(% meeting SCID threshold) 1 (4.2 %) 1 (4.3 %) 0 χ2 = 0.62, p = 0.734

Hypochondriasis
(% meeting SCID threshold) 0 1 (4.3 %) 0 χ2 = 1.68, p = 0.432

CAPS intrusions
Mean (SD) 13.93 (5.61) 16.67 (6.09) 19.24 (5.90) F = 5.41, p = 0.006

CAPS avoidance/numbing
Mean (SD) 24.59 (9.89) 28.56 (7.47) 28.82 (7.84) F = 2.53, p = 0.085

CAPS arousal
Mean (SD) 24.05 (7.89) 28.11 (6.58) 29.94 (5.19) F = 5.52, p = 0.005

CAPS total symptoms
Mean (SD) 62.56 (18.59) 73.33 (16.21) 78.00 (13.75) F = 6.52, p = 0.002

Penn Scores
Mean (SD) 41.68 (9.92) 48.60 (13.72) 51.47 (9.32) F = 5.43, p = 0.006

IES avoidance
Mean (SD) 23.57 (9.86) 24.63 (7.45) 27.71 (5.55) F = 1.47, p = 0.236

IES intrusions
Mean (SD) 22.95 (9.17) 25.11 (7.87) 30.82 (4.81) F = 5.67, p = 0.005

BDI depression
Mean (SD) 20.41 (9.38) 28.11 (12.41) 33.76 (8.89) F = 10.4, p = 0.001

BAI anxiety
Mean (SD) 21.57 (10.74) 26.97 (12.45) 30.00 (11.53) F = 3.68, p = 0.029

GHQ 28
Mean (SD) 15.19 (7.88) 14.06 (8.61) 20.00 (6.30) F = 3.34, p = 0.04

Treatment

Psychotropic medication
No medication 29 (70.7 %) 21 (58.3 %) 3 (17.6 %) χ2 = 13.9, p = 0.001
Taking medication 12 (29.3 %) 15 (41.7 %) 14 (82.4 %)

Patient status
Inpatient 0 0 3 (17.6 %) χ2 = 14.0, p = 0.001
Outpatient 41 (100 %) 36 (100 %) 14 (82.4 %)

Compensation

Compensation claim
No claim 12 (37.5 %) 7 (21.9 %) 5 (31.2 %) χ2 = 3.82, p = 0.431
Claim settled 1 (3.1 %) 3 (9.4 %) 0
Claim on-going 19 (60.1 %) 22 (68.7 %) 11 (68.8 %)
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significantly associated with suicide behaviour. In the
multivariate analyses, the distinction between those ex-
hibiting suicide behaviour or not is significantly associ-
ated with greater life impairment and higher scores on
the Beck Depression Inventory. Increased life impair-
ment results in a threefold increase in suicide risk,
whereas an increase in BDI scores results in a 13 % in-
crease in risk. In the multinominal regression, these two
factors are again significant when suicidal ideation is
compared to no ideation, although a unit increase in life
impairment results in a fivefold increase in ideation.
When plans and attempts are compared to no ideation,
life impairment and BDI scores are again significant, but
added to the equation is the use of psychotropic med-
ication which increases the risk of a suicidal plan or at-
tempt by ten times. Examination of Table 1 indicates a
considerably larger percentage (82.4) of subjects were
taking medication in the plans and attempts group,
whereas in the no ideation group just over 70 % were not
taking medication. It is probable that taking medication
indicates a greater severity of disorder and perhaps also
co-morbid depression. It is noteworthy that the entry
criteria to the study required that medication be stable;
thus, this group does not represent patients in some type
of acute crisis or sudden mood instability, but rather re-
flects the existence of a chronic and severe problem.

It appears that it is the level of life impairment, which
presumably reflects the level of disability and impair-
ment to functioning, that is most strongly associated
with the translation from no suicidal ideation through
to risk. Of the no ideation group, 36.6 % have a severe or
extreme life impairment rating compared to 69.5 % of
the suicidal ideation group and 82.3 % of the plans or at-
tempts group. This most probably summates measures
of symptoms and disorder severity into one single out-
come that has an impact on the subject’s life. Depression
also, not surprisingly, is further associated with suici-
dality.

This study has a number of weaknesses. It is a conve-
nience sample recruited from clinic attenders being re-
cruited into a clinical trial. We did not collect any infor-
mation concerning the presence of suicidal ideation
prior to the trauma. The vast majority of participants
were referred from primary or secondary care; thus,
those obviously actively suicidal may have been
screened out. This may explain the lower percentage of
those reporting previous suicide attempts compared to
the population-based sample reported by Davidson
et al. (1991a, b). It has also been assumed that the trauma
and resulting disorder are responsible for the higher lev-
els of suicidal behaviour compared to the general popu-
lation reported by Kessler et al. (1999), whereas the dif-
ference in the demographic make-up or other
characteristics of the two populations may be responsi-
ble. We must be cautious in comparing population-
based epidemiological samples with clinic-attending
convenience samples. The method of recruitment and
the characteristics of the samples may result in impor-
tant differences.For instance, in the present study,we ex-

cluded those who identified childhood sexual abuse as
the index trauma because it was considered potentially
different from traumas occurring during adult life.
Given that childhood abuse is associated with later
prevalence of suicide attempts (Dube et al. 2001; Gould
et al. 1994), the exclusion of this group may have elimi-
nated a factor influential in population studies. More-
over, the inclusion of those taking stable psychotropic
medication rather than those more recently prescribed
most probably excludes those in acute crises and sug-
gests that this population includes those who are a
chronic rather than acute suicide risk. A distinction has
previously been made between acute and chronic sui-
cide risk and it was suggested that psychotropic med-
ication would reduce imminent suicide risk by reducing
anxiety and agitation (Fawcett et al. 1998).

The clinical implications of these results are that sui-
cide risk in PTSD patients needs to be carefully assessed
especially in those who have greater levels of psychiatric
disability and co-morbidity. Furthermore, those who re-
main on medication may also have persistent elevated
risk, possibly related to the underlying severity of their
condition, even if symptoms are being managed appro-
priately and, to some extent, successfully.
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